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The aim of the present study was to assess the relative role of repeated clinic blood pressure (BP) measurement, mean 24h BP, and diurnal BP rhythm in predicting the development of sustained hypertension in subjects with borderline to mild hypertension.
We studied prospectively 1062 (771 males), never treated, stage I young hypertensive subjects from the multicenter HARVEST study. All subjects underwent 24h ambulatory monitoring at baseline and repeated clinic BP measurement during the first six months of follow-up. Patients were classified as nondippers, dippers, or extreme dippers according to whether their night-time systolic BP fall was Ͻ10%,10-20%, or Ͼ20% daytime values, respectively. The independent prediction of clinic BP, of 24h BP and of the nondipper condition for outcome was tested in a multivariable Cox analysis controlling for possible confounders.
During a mean (95%CL) follow-up of 68 (65-71) months, 236 subjects developed sustained hypertension (clinic diastolic BP permanently Ͼ 99 mmHg) and were started on antihypertensive treatment. At baseline, 329 subjects were classified as nondippers, 617 as dippers, and 116 as extreme dippers. The three groups were balanced for sex distribution, and had similar age (33Ϯ9, 33Ϯ8, and 32Ϯ8 years, respectively; n.s.) and baseline clinic BP (145Ϯ10/94Ϯ6, 146Ϯ11/94Ϯ6, and 146Ϯ11/94Ϯ5 mmHg, respectively; n.s.). Night-time systolic BP fall was 7Ϯ6, 20Ϯ4 and 32Ϯ5 mmHg, respectively, in the three groups. When only baseline data were used, mean 24h BP was the strongest predictor of outcome (pϽ0.0001), followed by clinic BP (pϭ0.002), and nondipping status (pϭ0.026). When all clinic BP measurements taken during the first 6 months of follow-up were taken into account, a great increase in the predictive power of clinic BP was seen (pϽ0.0001). However, both mean 24h BP (pϽ0.0001) and nondipping status (pϭ0.01) were still predictive of outcome. In the subjects stratified by dipping status, the highest rate of end-points was found among the nondippers and the lowest rate among the extreme dippers.
In conclusion, these results obtained in a population of never treated borderline to mild young hypertensives indicate that blunted BP fall at night yields prognostic information over and above that provided by clinic BP and mean 24h BP. At variance with the results obtained by other authors in elderly hypertensive individuals, the extreme-dipper condition is not associated with worse outcome in young subjects in the early phase of the disease.
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OR-60 AMBULATORY PULSE PRESSURE AS PREDICTOR OF OUTCOME IN OLDER PATIENTS WITH SYSTOLIC HYPERTENSION
Jan A. Staessen, for the Systolic Hypertension in Europe (Syst-Eur) Trial Investigators. Hypertension Unit, K.U.Leuven, Leuven, Belgium.
In older subjects a higher pulse pressure derived from conventional blood pressure readings is associated with worse prognosis. We investigated whether ambulatory measurement of pulse pressure and mean pressure can refine risk stratification. 808 older (Ն60 years) patients with systolic hypertension (160-219/ Ͻ95 mm Hg) were randomized to nitrendipine (10-40 mg/day) with the possible addition of enalapril (5-20 mg/day) and/or hydrochlorothiazide (12.5-25 mg/day) or to matching placebos. At baseline, pulse pressure and mean pressure were determined from six conventional blood pressure readings and from 24 h ambulatory recordings. With adjustment for significant covariables, we computed mutually adjusted relative hazard rates associated with 10 mm Hg increases in pulse pressure or mean pressure. In the placebo group, the 24 h and nighttime pulse pressures consistently predicted total and cardiovascular mortality, all cardiovascular events, stroke, and cardiac events. Daytime pulse pressure predicted cardiovascular mortality, all cardiovascular endpoints, and stroke. The hazard rates for 10 mm Hg increases in pulse pressure ranged from 1.25 to 1.68.
Conventionally measured pulse pressure predicted only cardiovascular mortality with a hazard rate of 1.35. In the active-treatment group compared with the placebo patients, the relation between outcome and ambulatory pulse pressure was attenuated to a non-significant level. Mean pressure determined from ambulatory or conventional blood pressure measurements was not associated with poorer prognosis.
In older patients with isolated systolic hypertension higher pulse pressure estimated by 24 h ambulatory monitoring was a better predictor of adverse outcomes than conventional pulse pressure, probably because it reflects more accurately the dynamic interaction between heart and large arteries. In contrast, conventional and ambulatory mean pressures were not correlated with a worse outcome. Changes in circadian variation of blood pressure (BP) could be used either to predict preeclampsia or to assess its severity. We have examined and compared characteristics of circadian variability in BP in healthy and complicated pregnant women who were systematically monitored throughout gestation. We analyzed 2430 BP series sampled by ambulatory monitoring for 48 consecutive hours once every 4 weeks from the first obstetric visit until delivery in 235 women with uncomplicated pregnancies, 128 with gestational hypertension, and 40 with a final diagnosis of preeclampsia. The circadian pattern of BP variation for each group and trimester of gestation was established by population multiplecomponents analysis [Fernandez & Hermida. Chronobiol Int. 1998; 15: 191-204] . The differences in 24-hour mean and amplitude between healthy and complicated pregnancies were highly significant in all trimesters (always PϽ0.001). Results further indicated similar circadian characteristics between gestational hypertension and preeclampsia in the first trimester of pregnancy. The difference between these two groups in circadian mean was statistically significant for systolic (Pϭ0.002) but not for diastolic BP (Pϭ0.076) in the second trimester, and for both variables in the third trimester (PϽ0.001). The differences in BP between healthy and complicated pregnancies, that can be observed as early as in the first trimester of pregnancy, are found when both systolic and diastolic BP for women with a later diagnosis of gestational hypertension or preeclampsia are well within the accepted range of normotension. These differing changes in the circadian pattern of BP with advancing gestational age between healthy and complicated pregnancies offer new end points that may lead to an early identification of hypertensive complications in pregnancy as well as to the establishment of prophylactic intervention. G. M. LaRocca, G. A. Mansoor, W. B. White, J. Kempthorne-Rawson. Section of Hypertension and Clinical Pharmacology, University of Connecticut School of Medicine, Farmington, CT, United States; Department of Biostatistics, Boehringer-Ingelheim, Ridgefield, CT, United States. Patients with elevated blood pressure (BP) during sleep (nondipper BP profile) have excess hypertensive target organ damage and appear to be at increased risk for cardiovascular complications. However, the nondipper BP profile has modest reproducibility on repeat studies with as many as 30-40% of subjects changing categories. In order for nocturnal BP to be a therapeutic target, a better method of assessing nocturnal BP is needed. In both clinical and research terms, it may be more appropriate to characterize ambulatory BP profiles by absolute rather than propor-tional reductions in BP during sleep. We therefore compared 3 definitions of nocturnal BP in 129 placebo treated patients who had duplicate ambulatory BP recordings 4-8 weeks apart. The patients were 77% male, 53% Caucasian, with an average age of 52 years. The average nocturnal BP was 139/85 mmHg (range, . The definitions and reproducibility parameters are shown in the Table. The definitions of a nondipping BP profile based on either a Ͻ10% or Ͻ 5% decline in nighttime BP relative to the daytime BP were less reproducible than using a limit of Ͼ125/80 mmHg. Reproducibility was better for systolic than diastolic BP. These data support using an absolute value of BP to define nocturnal BP, especially in clinical trials, rather than proportional reductions from daytime BP values. 
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